Background: Acute superior mesenteric artery occlusion is a life-threatening disease that often has nonspecific symptoms. However, it should be suspected in those with known risk factors such as atrial fibrillation, cardiac thrombus or cardiac valvular disease.
INTRODUCTION
Acute intestinal ischemia by superior mesenteric artery (SMA) occlusion is a life-threatening disease that requires rapid management. Without early diagnosis and management to restore mesenteric blood flow, SMA occlusion causes extensive bowel necrosis, resulting in a poor prognosis with a high mortality rate up to 80%. 1, 2 Since clinical signs and symptoms of acute SMA occlusion are often nonspecific, careful examination and close monitoring is required especially for patients with altered mental status or language function impairment. Risk factors for SMA occlusion include atrial fibrillation, cardiac valvular disease, infective endocarditis, or peripheral vascular disease, which are also known as risk factors of cerebral infarction. A previous study reported a case of SMA occlusion in patient with atrial fibrillation history who was subsequently diagnosed with acute infarction. 3 Earlier autopsy findings of SMA occlusion patients have shown that 2.3%
of the patients has concurrent presence of acute ischemic stroke, 4 while the incidence of SMA occlusion in the ischemic stroke patients is unknown. Early study reported several cases, in which acute cerebral infarction patients with atrial fibrillation suffered from mesenteric ischemia. However, courses of management were limited due to patient's early death 5 or refusal of further intervention. 6 Herein, we presented two cases of acute thromboembolic SMA occlusion that developed in patients who were hospitalized for acute cerebral infarction with known atrial fibrillation.
CASE REPORT Case 1
An 85-year-old woman with a history of hypertension, (Fig. 3A) .
Angiography showed a thromboembolic occlusion at proximal SMA and catheter-directed thrombolysis was conducted using 100,000 International units (IU) of urokinase (Fig.   3B ). On the 10 th hospital day, surgical exploration was decided due to persistent abdominal pain and decreased bowl movement. Ischemic change was observed in a small bowel and in the part of transverse colon. Damaged bowel was resected and surgical thrombectomy was done. Follow-up abdominal CT scan on the 1st post-operative day showed persistent filling defect in the proximal SMA, and gas in distal arterial SMA branches and mesenteric veins, which indicated unresolved thrombotic occlusion in the proximal SMA (Fig. 3C) . The 2nd-look operation was planned but patient's family requested no further management. On the 9 th post-operative day, patient expired.
DISCUSSION
SMA occlusion results in high mortality, with earlier studies showing rates up to 80%. 1,2 Early diagnosis and treatment before the sign of bowel necrosis is crucial, since mortality increases progressively with time. 7, 8 Frequently, acute mesenteric ischemia remains unrecognized initially due to its non-specific symptoms. 9 Once diagnosed, treatment approach should be decided to restore intestinal perfusion as quickly as possible. 10 Although it is controversial, recent studies show that endovascular approach such as catheter-directed thrombolysis, balloon angioplasty and stent may be as effective as surgical treatment including 
